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Background: The population of people aged 60 and older is rapidly increasing in developing countries such as Iran
due to declining birth rates and increased life expectancy. Old age is associated with increased risk for frailty and
reduced dignity. Frailty is a clinical syndrome characterized by depletion of physical reserves and multiple system
disorders, reducing the individual’s ability to cope with stressful events. Dignity is an inherent characteristic of human
beings and respecting dignity is an ethical principle. This study investigated the association of frailty with dignity

Methods: This correlational study was conducted on 200 individuals aged 60 years and older. Data collection relied
on the Demographic Questionnaire, Frailty Index for Elders (FIFE) and the Patient Dignity Inventory (PDI). Data were

Results: The mean age of the participants was 68 + 5.05 years; 62% of the participants were at risk for frailty, and 69%
had few dignity-related problems. The multiple regression results showed that frailty was significantly associated with

dignity (8 = 0.571, p<0.001). The association was significant across all the dimensions of dignity measured by the PDI.
The highest predictors of frailty included dependency (8 = 0.584, p <0.001), followed by existential distress (5 = 0.560,
p<0.001), symptom distress (3 = 0.400, p =0.400), social support (8 = 0.391, p<0.001), and peace of mind (8 = 0.338,

Conclusions: The results show that higher levels of frailty in older people are associated with decreases in their dig-
nity, and frailty was the leading predictor of dignity. Providers should develop programs to prevent and reduce frailty
in those at risk and to enhance the dignity of the already frail.

Background
This study sought to identify the relationship between
frailty and dignity in older people.

Dignity is the inherent value given to a person by vir-
tue of being human [1]. Conferring and maintaining dig-
nity is concerned with how people feel, think, and behave
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regarding the value of humanity in themselves and oth-
ers. To treat someone with dignity is to treat him or her
as being of worth, with respect as a valued individual [2].
Respecting dignity is at the heart of ethical relationships
and treatment [3]. According to the United Nations, dig-
nity is one of the five ethical principles for older people
along with independence, care, participation, and self-
fulfillment. Therefore, the dignity of older people should
be considered in all aspects of care and treatment [4].
A key step to help older people maintain their dignity
is to identify factors related to its impairment. Physical
and mental stress, chronic conditions [5], frequent vis-
its to medical centers [6], inability, hospitalization and
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inadequate services [7] are among the factors that have
always been associated with concerns related to dignity.
When accorded dignity, people feel in control, express-
ing greater self-confidence and anticipating more deci-
sion-making power for themselves [8]. Therefore, it is
necessary to increase the dignity of older people through
programs such as listening to them without judging [9],
empathetic behavior [10], creating a sense of worth [11],
and maintaining independence [12]. Using the Patient
Dignity Inventory (PDI), Borhani et al. [13] showed that
dignity is at risk with increasing age. A study by Hall
et al. [14] on cancer patients using the PDI showed that
there was a correlation between decreased physical per-
formance status and daily functioning with an increase
in dignity-related problems. Also, the study of Woolhead
et al. [15] showed that, with age, older people express
increased concern about dignity.

Frailty is a clinical syndrome characterized by depletion
of physical reserves and multiple system disorders, which
reduce the body’s ability to cope with stress and maintain
homeostasis, while increasing its resilience to stressful
events and diseases [16]. The risk of frailty increases with
aging, and thus older people are among the vulnerable
groups in any society [17]. On the other hand, changes
such as chronic illnesses [18], disability, unemployment,
and reduced income and social support accelerate the
development of frailty among older people [19]. Yang
et al. [20] investigated people aged 65 years and more in
Shanghai, China, using the Frailty Index, and showed that
increased frailty and reduced satisfaction with life were
correlated with aging. In Belgium, Hammami et al. [21]
studied hospitalized older people using the Short Emer-
gency Geriatric Assessment (SEGA) instrument, finding
that 64% of the participants were at risk of frailty and
20% were frail. They also found that the rate of frailty
increased with aging. A study by Siriwardhana et al. [22]
on older people in Sri Lanka suggested that 15.2% were
frail. Therefore, frailty is a common problem among older
people.

Due to declining fertility rates and increased life expec-
tancy, the global trend of aging populations is spreading to
developing countries such as Iran. In 2020, the world had
more than one billion people over 60 years old. That is 2.5
times more than in 1980 (382 million), and is projected to
reach nearly 2.1 billion by 2050. By 2030, one in six people
worldwide will be 60 years of age or older [23]. By 2050,
about 80% of the world’s older population will reside in
developing countries, with more than half in Asia [24].

The report of the United Nations indicates that while
in 1975 the proportion of older people in Iran was 4.5%,
this ratio will reach 10.5% in 2025 and 21.7% in 2050 [25].
Based on United Nations Population Division statistical
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indicators, Iran’s life expectancy is 77 years, up from 54
years in 1980 [26]. The fertility rate is 2 births per woman,
down from 6.4 to 1980 [27].

Although old age is not synonymous with disease [28,
29], the need for health care services increases with an
increase in the older population [30]. Among the prob-
lems of older people are decreased physical performance
and independence [31], an increase in the prevalence
of diseases [32], and greater need for care [33], all of
which increase the risk of frailty [31]. Previous research
has shown that frail older adults are more at risk for
adverse health outcomes, including comorbidities [34],
disabilities, reduced independence [35], hospitalization
and nursing homes, medication overuse [36], cognitive
problems and depression [20], negative self-perception
of health, falls [37], and higher mortality rates [38]. How-
ever, the associations between frailty and dignity as one
of the most basic human and moral needs in older people
has been less studied.

Dignity damage is one of the most common problems
in old age that can have various consequences such as
shame, frustration, depression [39], increased physi-
cal and mental stress [40], and sometimes suicide [41].
Therefore, this study investigates the association between
frailty, a common problem during old age, and dignity
among older people.

Methods

Design and participants

A correlational study was conducted on people aged 60
years and above visiting the public parks and streets of
Tehran. The minimum sample size was estimated to be
168 based on the study by Hulya Cakmur [34] with a con-
fidence level of 95%, and power of 80%. Due to possible
sample attrition, the final sample size sought was 200.
The researchers randomly selected two parks from each
region in Tehran by drawing lots for each of the city’s five
regions (north, south, center, east and west), for a total
of 10 parks selected from 30 main parks in Tehran. The
researchers recruited 20 participants from each park. The
inclusion criteria were 60 years of age and over, ability to
speak Farsi (national language of Iran), Tehran citizen-
ship, and lack of tragic events in the last six months (e.g.,
death of a spouse or a relative, acute illness).

Data collection
Data was collected using a demographic characteristics
questionnaire, the Frailty Index for Elders (FIFE) [42] and
the Patient Dignity Inventory [PDI] [7].

Demographic characteristics collected included age,
gender, marital status, education level, type of house,
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source of income, employment, hospitalizations during
last year, annual physician visits, and chronic illnesses.

The FIFE is a robust and concise measure to identify
frailty in older people. The instrument is conceptually
sound with excellent content validity [42]. The FIFE items
allow access to research participants’ information with-
out the requirement of additional testing or questioning
[42]. In India, Kshatri et al. [43] and Bhatt et al. [44] used
the FIFE in their studies of the older people. FIFE con-
sists of 10 items that include five health domains associ-
ated with frailty, specifically functional, physiological,
psychological, social, and health care. Items in this index
are answered yes (1) or no (0). Based on their total scores,
the participants are placed in one of the following catego-
ries: No frailty (score of 0), Frailty risk (score of 1-3), and
Frailty (score of 4 and greater) [42].

The PDI is one of the few available instruments for
measuring dignity, developed by Chochinov in accord-
ance with his model of dignity conserving care [7]. A
study by Albers et al. [45] in 2011 supported that the PDI,
in addition to being valid for use in terminally ill cancer
patients, can also be useful in a general population such
as older people to obtain insight about their dignity. Two
native Farsi speakers, experienced in translating English
texts, ensured that the concepts and meanings of the
original questionnaire were retained [46].

The PDI includes 25 statements in five dimensions:
Symptom Distress, Existential Distress, Dependency,
Peace of Mind, and Social Support. Each response
received from one point (not a problem) to five points (a
major problem). The PDI’s possible range was from 25 to
125 with 25 indicating the highest level of dignity and 125
the lowest [7]. Scores ranging from 25 to 50 indicate a
slight problem with dignity, and a score over 50 indicates
a moderate-to-major dignity problem [47].

Content and face validity were examined for both the
FIFE and PDI. To do this, the FIFE and PDI were given to
15 content area experts, five gerontologists, three medi-
cal ethicists, two managers of aged care facilities, and
five geriatric nurses. They commented on the appropri-
ateness, completeness, and wording of the items of the
questionnaires. Also, the questionnaires were given to 20
older people to assess clarity, simplicity, and content rel-
evance. Cronbach’s alpha was calculated for the FIFE and
PDI to assess internal consistency. The value of Cron-
bach’s alpha for of the FIFE was 0.78 and 0.89 for the PD],
which were acceptable.

Data analysis

This study describes the demographics, frailty, and dig-
nity of participants. The results of Kolmogorov-Smirnov
test showed that the data were normally distributed.
ANOVA and t-tests were used to identify significant
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differences between demographic characteristics and
dignity. Then, multiple regression analysis was used to
predict the impact of frailty on dignity and its dimen-
sions including existential distress, symptom distress,
social support, dependency, and peace of mind, control-
ling for demographic variables including type of house,
marital status, source of income, annual physician visits,
hospitalizations during the previous month and previous
year, and chronic illnesses. The tests were conducted at a
significance level of 5%, and data analysis was done using
Statistical Package for Social Sciences (SPSS) version 25.

Results
The mean age of the participants was 68+5.05 years,
with other demographic characteristics shown in Table 1.
Overall, 62% of the participants were in the frailty-risk
group and 19% were in the frailty group. Moreover, 69%
of the participants scored as low for dignity problems
while 28% scored moderate to high for dignity problems.
Frailty, chronic illness, type of house, annual physician
visits, hospitalizations during last year, marital status,
and source of income were entered into the regression
analysis as independent variables based on the ANOVA
and t-tests results (Table 2). After controlling for demo-
graphic variables, two variables significantly predicted
dignity: frailty and annual physician visits, with frailty
being the strongest predictor. Further multiple regression
analysis showed that two variables, frailty and chronic
disease, could significantly predict the symptom distress
dimension of dignity and that frailty was the best pre-
dictor of symptom distress. Frailty was the only predic-
tor of the existential distress dimension of dignity and
the dependency dimension. Frailty and hospitalizations
during last year were significant predictors of the peace-
of-mind dimension of dignity, with frailty as the lead-
ing predictor. Furthermore, the variables of frailty and
chronic disease could significantly predict the social sup-
port dimension of dignity, and frailty was the best pre-
dictor of the social support dimension. The study also
showed that with increasing frailty, the dignity of older
people is further damaged. The most significant associa-
tions (8) were between dependency and frailty, dignity
and frailty, existential distress and frailty, symptom dis-
tress and frailty, social support and frailty, peace of mind
and hospitalizations during last year, peace of mind and
frailty, social support and chronic illness, symptom dis-
tress and chronic illness, and dignity and annual physi-
cian visits (Table 3).

Discussion

The aim of this study was to investigate the associa-
tion between frailty and dignity among older people in
Tehran. The results showed that 62% of older people in
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Table 1 Demographic characteristics of the participants

Characteristics N=200 %
Gender

Female 121 60

Male 79 40
Marital status

Single 60 29

Married 139 71
Type of house

Rental 47 23

Personal 146 77
Education level

llliterate 12 6

Primary 54 27

High school 76 38

University 58 29
Employment

Unemployed and Housewife 50 25

Retired 120 60

Employed 30 15
Source of income

Working 34 16

Retirement 146 75

No income 20 9
Annual physician visits

None 48 24

1-3 97 48

>4 55 28
Hospitalizations during last year

None 150 75

1 34 17

>2 16 8
Chronic illness

No 89 45

Yes 104 55

Iran were at risk for frailty. This finding is consistent
with prior studies. Nguyen et al. [48] found that 65.6%
of older hospitalized Vietnamese people were at risk
of frailty. Siriwardhana et al. [22] found a 48.5% rate of
frailty among older people living in Kegalle Village in
Sri Lanka.

Most of the older people in the present study dis-
played problems with dignity consistent with a review
study by Jacelon et al. [49]. Decreased dignity is a threat
to one’s health associated with emotional changes, fear,
despair, feelings of worthlessness, insecurity, loneliness,
depression and sometimes suicide [39].

In research by Wang et al. [47] which aimed to inves-
tigate dignity and its influencing factors in patients
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with cancer with using the PDI, the main dignity prob-
lem was related to the dimension of symptom dis-
tress. Older people are more exposed to stress due to
decreased self-esteem, loss of friends and relatives,
decreased physical independence, and chronic diseases
[50]. Therefore, identifying different sources of stress
experienced by older people could contribute to inter-
ventions that increase dignity. In the study by Borhani
et al. [13] on hospitalized patients using the PDI, the
greatest concerns expressed by patients were predomi-
nantly in the dimension of symptom distress followed
by the dimension of peace of mind. But in the present
study, subjects expressed most concern about peace of
mind after symptom distress, which among older peo-
ple can be due to illness, reduced income, increased
dependence, and lack of privacy.

Participants in the present study expressed fewer prob-
lems related to dependency, possibly because partici-
pants in this study were active, having been recruited in
a public park. They also expressed fewer problems unlike
hospitalized participants who listed dependence as a
major problem [13]. Such findings suggest that encourag-
ing activity can contribute to a feeling of independence.
Participants in the present study pointed to reduced
social support as one of the main dimensions of reduced
dignity and cited the need for ongoing support such as
pensions and health insurance.

Feng et al. [51] found that frailty predicts decreased
life expectancy and increased depression in older people.
Therefore, identifying frail older people and performing
early interventions to prevent the progression of frailty
and related adverse consequences [52] can help maintain
and improve dignity.

In this study frailty predicts the dimensions of depend-
ence, existential distress, symptom distress, social sup-
port and peace of mind of dignity in older people after
controlling for demographic factors. Frailty has the
greatest impact on the dependency dimension, increas-
ing dependence. Findings by Koyama et al. [53], using
the Kihon Check list (KCL) to assess frailty, showed that
the condition can predict dependency in older people
and frail participants, and participants without frailty are
significantly more dependent after discharge from the
hospital.

This study’s results showed that frailty is associated
with existential and symptom distress in older people.
Frail elders have higher levels of chronic illness, dis-
ability, depressive symptoms, and cognitive impairment
than older people without frailty [54], and these factors
can increase stress. Therefore, identifying and managing
frailty can help reduce stress and adverse health conse-
quences in older people. This study’s results showed
that increasing frailty is associated with reduced social



Moradoghli et al. BMC Geriatrics (2022) 22:344 Page 5 of 8
Table 2 Relationship between dignity and other variables
Variable Category Mean sD F/t-value P-value
Marital status Single 46.70 16.04 2.27 0.024
Married 41.29 14.66
Type of house Rental 47.23 18.88 227 0.028
Personal 4149 13.64
Source of income Working 39.00 13.10 7.90 <0.001
Retirement 4245 1545
No income 56.29 14.46
Annual physician visits None 36.91 1244 12.51 <0.001
1-3 42.52 14.53
>4 53.38 17.70
Hospitalizations during last year None 40.82 14.35 10.91 <0.001
1 48.77 14.49
>2 57.38 19.03
Chronicillness No 38.06 10.68 -4.24 <0.001
Yes 47.01 17.26
SD Standard Deviation
In PDI, a higher score indicated a lower level of dignity
Table 3 The results of multiple linear regression analysis predicting dignity and its dimensions
Dependent variable Predictive variables SD B P-value Confidence
Lower limit Upper
limit
Dignity Annual physician visits 0.400 0.153 0.048 0.006 0.303
Frailty 0.602 0.571 <0.001 0427 0.714
Symptom distress Chronic illness (yes)? 0.979 0.156 0.050 -0.0002 0312
Frailty 0.293 0.400 <0.001 0.230 0.569
Existential distress Frailty 0.195 0.560 <0.001 0.409 0.710
Dependency Frailty 0.065 0.584 <0.001 0426 0.740
Peace of mind Hospitalizations during last year 0.504 0.387 0.009 0.097 0676
Frailty 0.138 0.338 <0.001 0.157 0518
Social support Chronic illness(yes)® 0.605 0.187 0014 0.038 0.335
Frailty 0.181 0391 <0.001 0.230 0437
Note: In the Dignity R=0.720 R2=0.518 ADJR2=0.484 P=<0.001

B standardized beta
Reference group: No?

support in older people. Research by Mehrabi and Beland
[54] showed that frail middle-aged people reported less
participation in social activities and less social sup-
port than older people not frail. Also, older people who
received less social support were more likely to suffer
from depression or cognitive impairment. Therefore,
programs for frail older people should include methods
for improving social support. Finally, increasing frailty
reduces mental peace in older people. A study by Mul-
asso et al. [55] on older people showed that frailty is
highly associated with the aggravation of psychosocial

problems and symptoms of depression, social isolation
and loneliness in frail older people more so than with
non-frail older people. Therefore, by reducing frailty,
peace of mind in older people can be improved.

The results of this study showed that more physician
visits following disease in older people led to reduced
dignity. A study by Anderberg et al. [56] showed that the
dignity of older people is further threatened following ill-
ness and hospitalization. Also, Baillie et al. [57] showed
that seeing a physician and getting sick are the main fac-
tors threatening the dignity of older people.
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Therefore, reducing the number of hospitaliza-
tions for older people through treatment and remote
care, such as telemedicine and telenursing, as well as
through programs for the prevention and management
of chronic diseases can improve dignity. Likewise, this
study suggests that increased number of hospitali-
zations in older people can reduce peace of mind. A
review study by Levenson [58] in England suggested
that multiple care techniques and manner of treatment
can threaten dignity among older people. Other acts
endangering dignity include lack of attention to patient
appearance, nurse and patient not being the same gen-
der, mixed wards, using inappropriate words to address
the patient, non-observance of patient privacy, and
inappropriate communication between caregivers and
patients [59]. Therefore, to improve feelings of dignity,
medical and care staff should have sufficient knowledge
and skills to manage and treat older people with dig-
nity and have sufficient knowledge about the factors
that reduce the dignity and its dimensions in medical
settings. Care should respect the dignity of the patient.
Good nursing care aims at the enhancement of the dig-
nity of the human person in all his or her dimensions
and also succeeds in realizing this intention in practice.
Hence, good nursing care is to be considered as dig-
nity-enhancing care. To determine whether a nursing
act, attitude, or instrument is morally good, one must
apply the criterion of dignity of the human person, con-
sidered in all dimensions [60].

Also, the results showed that chronic illness in
older populations can increase symptom distress and
decrease social support in the dimensions of the dig-
nity. Research by Amininasab et al. [61] on patients
with heart failure using the PDI showed decreased
dignity among older people with increased numbers
of chronic diseases. This can be due to the effects of
chronic illness such as feelings of being an imposition
others and hopelessness [62], decreased self-efficacy
[63], limited physical and mental activity and reduced
quality of life [64], and the effects of multiple visits to
medical centers [52]. Therefore, programs to prevent
and manage chronic diseases may reduce symptom
distress and increase access to social support for older
people.

This study had a number of limitations. One important
limitation was that the study population was not homo-
geneous and older participants in the study had various
conditions in terms of health and disease. Also, the study
population was selected on a nonprobability basis from
10 parks in Tehran and the total sample size was limited.
Therefore, it is suggested that further studies be con-
ducted with a larger sample size and in more restricted
settings such as nursing homes and hospital.
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Conclusions

In summary, we examined the association between frailty
and dignity among community-dwelling older adults in
Tehran, Iran. This study showed that a significant pro-
portion of older Iranians report experiencing frailty and
dignity problems. The results indicate that with increas-
ing frailty, the dignity of older people decreases. Our
results showed that frailty is the leading predictor of
dignity and also dimensions of dependence, existential
distress, symptom distress, social support, and peace of
mind. Therefore, it is possible that programs focused on
increasing competence and preparedness in caring for
older people, economic and social support, education on
the causes and symptoms of frailty, attention to the differ-
ences in needs, monitoring the behavior and knowledge
by caregivers can lead to a reduction in frailty, thus main-
taining and improving overall dignity. Also, identifying
reasons and decreasing the number of annual physician
visits will help to improve the dignity of older people.

In addition, results of this study showed that chronic
diseases and hospitalizations during the last year are
associated with a decrease in dignity on dimensions of
symptom distress, social support, and peace of mind in
older people. Therefore, nurses and nursing managers can
maintain and promote the dignity of older people by iden-
tifying and controlling modifiable risk factors of chronic
diseases and reducing the number of hospitalizations in
older people, developing nursing and tele-medicine sys-
tems, reducing the length of hospital stay, creating elder
friendly medical centers, protecting privacy and ensuring
proper caregiver communications, increasing the aware-
ness of the medical staff about patient rights, increasing
physical and financial independence and increasing the
quality of life and financial independence, and paying
attention to dignity during treatment.
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